A 55-year-old woman was admitted to our institution because of progressive right heart failure and purulent pericardial effusion. Echocardiography, limited by poor image quality, revealed a small (14 mm in systole), hemodynamically insignificant pericardial effusion. Magnetic resonance cine images showed reduced volumes of both ventricles (left ventricle, 62 mL; right ventricle, 58 mL in end diastole) and normal ejection fraction but paradoxical movement of the atrial and ventricular septum (Movie). The pericardium was thickened (maximum thickness 8 mm), and a pericardial effusion (10 mm) was visible. The T 1 -weighted spin echo images confirmed the pericardial findings ( Figure 1) ; additionally, a dilated inferior caval vein and pleural effusions were seen. Spin echo and inversion recovery gradient echo images ( Figure  2) showed an increased uptake of contrast agent (Gd-DTPA) in the visceral and parietal layers of the pericardium and possibly the epicardium, which is a sign of active inflammation. During surgery (decortication), elevated pulmonary and left atrial pressures dropped considerably. The epicardium was covered with whitish granulomatous tissue and cloudy fluid. Pericardial histology showed a severe florid fibrinous and chronic granulomatous inflammation without identification of an infectious agent. Figure 1. T 1 -weighted spin echo technique of a transversal slice through the thorax at the level of the left and right ventricle and right atrium. Note the dilated caval vein (CV), the increased thickness of the pericardium (white arrows), and the pericardial effusion (gray arrows). An identical slice 10 minutes after contrast administration (0.2 mmol/kg body weight Gd-DTPA) appears on the right. The visceral and parietal layers of the pericardium are enhanced, which indicates active inflammation. The pericardium and the effusion can be differentiated more precisely. PE indicates pleural effusions.
because of progressive right heart failure and purulent pericardial effusion. Echocardiography, limited by poor image quality, revealed a small (14 mm in systole), hemodynamically insignificant pericardial effusion. Magnetic resonance cine images showed reduced volumes of both ventricles (left ventricle, 62 mL; right ventricle, 58 mL in end diastole) and normal ejection fraction but paradoxical movement of the atrial and ventricular septum (Movie). The pericardium was thickened (maximum thickness 8 mm), and a pericardial effusion (10 mm) was visible. The T 1 -weighted spin echo images confirmed the pericardial findings ( Figure 1) ; additionally, a dilated inferior caval vein and pleural effusions were seen. Spin echo and inversion recovery gradient echo images ( Figure  2) showed an increased uptake of contrast agent (Gd-DTPA) in the visceral and parietal layers of the pericardium and possibly the epicardium, which is a sign of active inflammation. During surgery (decortication), elevated pulmonary and left atrial pressures dropped considerably. The epicardium was covered with whitish granulomatous tissue and cloudy fluid. Pericardial histology showed a severe florid fibrinous and chronic granulomatous inflammation without identification of an infectious agent. 
Images in Cardiovascular Medicine

